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F 000 { INITIAL COMMENTS F 000
A Recenrtification survey and complaint
investigation (#42065) was conducted on 8/21/17 F371
through 8/23/17, at Lebanon Health and 483.6(1)-(3) FOOD PROCURE,

STORE/PREPARE/SERVE — SANITARY
Regulatian:
fil{1) = Procure food from sources

Rehabilitation Center. No deficiencies were cited |
in relation to complaint #42065 under 42 CFR

Par@ ‘_4_83. Requirements for Long Term Care approved or considered satisfactary by
Facilities. federal, state, and local authorities.
F 371 483.60{()(1)-(3) FOCD PROCURE, F 371 {i) This may include food items obtained
ss=F | STOREIPREPARE/SERVE - SANITARY directly from local producers, subject
applicable State and Jocal laws or
. regulations,
(i)(1) - Procure food from sources approved or (it} This provision does not prohibit or
consfd_e_red satisfactory by federal, state or local prevent facilities from using produce
authorities. gown in facility gardens, subject to
compliance with appiicable safe growing
{i) This may include food items obtained directly and foed-handling practices.
from local producers, subject to applicable State i) This provision does not preclude

residents from consuming foods not
procured at the facility
{i{2) - Store, prepare, distribute and

and local laws or regulations.

(ii) This provision does not prohibit or prevent serve food in  accordance  with
facilities from using produce grown in facility professional standards for food service
gardens, subject to compliance with applicable safety,

safe growing and foed-handling practices. {i)(3} Have a policy regarding use and

storage of foods brought to residents by
family and olher visitors to ensure safe

(iii) This provision does not preclude residents and sanitary storage

from consuming foods not procured by the facility, Plan of Corrections

] o i 1. A Food Service Director
(i)(2) - Store, prepare, dl_strlbute and serve food in immedietly began auditing all food
accordance with professicnat standards for food and drinks in the refrigerator.
service safety. Containers and food items that
] . . were  not  secure, uniabeled,
(0(3) Have a pOHCY r}agardlng use _and slorage of and/or undated ware thrown
foods brought to residents by family and other away immedletly, All containers
visitors o ensure safe and sanitary storage, were  clesned  properly. Al
handhng. and consumption. . containers and food iterns were
This REQUIREMENT is not met as evidenced . appropriately dated, labeled, and
by: secured. 9721717

Based on facility policy review, facility document

LABORATORY RE.‘CTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
h }1 {1 i -1 . -
- (}-u; A FLTRaNY L~ ‘:} I i ¥ !f 7

Any deficiency statement ending with an asterisk (*) denctes a deficiency which the institution may be excused from correcting providing i is determined that
other safeguards provide sufficient protection to the patients. (See instructions,) Except for nursing homes, the findings stated above are disclosable 90 days
lollowing the date of survey whether or nat & plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correclion is requisite ta continued
program panicipation,
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review, observation, and interview the facitity
failed to maintain a sanitary kitchen in 1 of 1 walk-
in refrigerators, 1 of 1 walk-in freezers, 1 of 1
storage rooms and 1 of 1 nourishment rooms
refrigerator and freezer affecting 34 out of 37
residents.

The findings included:

Review of the facility policy “Food Storage Cold”
revised 5/2014, revealed,"... The Food Services
Director/Cook(s) insures lensures] that all food
ifems are stored properly in covered containers,
labeled and dated..."

Review of the facility policy "Focd Storage Dry
Goods" revised 5/2014 revealed,"... The Food
services Director or designee ensures that alt
packaged and canned food items shall be kept
clean, dry, and properly sealed...”

Review of the facility policy "Environment” revised
512014 revealed, *._ It is the center policy that all
food preparation areas, food service areas, and
dining area will be maintained in a ¢lean and
sanitary condition...The Food Service Director will
insure [ensure] that a routine cleaning schedule is
in place for all cooking equipment, food services
areas and surfaces..."

Review of the facility documentation "Nutrition
Refrigeration Cleaning Daily Cleaning (Or as
Needed) Weekly Deep Clean Sign Off revealed
no documentation the nourishment room
refrigerator and freezer was cleaned.

Observation with the Regional Dietary Manager
on 8/21/17 from 9:35 AM - 9:42 AN, of the walk in
refrigerator, revealed:

immedietly began auditing ail food
and drinks in the walk-in-freezer,
Containers and food items that
were  not  secure, unlabelad,
and/or undated were thrown
away immedietly. All containers
were  cleaned  properly. All
containers and food items were
approgriately dated, labeled, and
secuved. §421/17

C. Food Sarvice Director
immedietly began auvditing all food
and drinks in the dry storage
room. Containers and food Hemns
that were not secure, unlabaled,
andfor undated wers
away immedietly, Al containers
were  cleaned properly. Al
containers and food {tems wera
appropriately dated, fabeled, and

secured, 9/21/17
D.  Refrigerator in Nourishment

Room must be properly cleaped
weekly, or as needed. Resident’s
food and drinks in relrigerator
must be dated, labeled, and
secure. Refrigerator in
Nourishment room was cleaned by
Food Service Director immedietly
upon finding. Resident's food and

thrown

drinks that were npot securg,
unlabeled, and/or undated were
thrown away immedietly,

Refrigerator in Nourishmeat Room
doers must stay closed when not
in use and maintain the proper
temperature.  Refrigerator doors
were  closed  propedy  afier
cleaning and discarding ltems,
9/21/17
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2, Al residents have the petential to be —-
affecied by not following policies as it
F 371 Continued From page 2 F 371 refates to “Food Storage Cold”, “Food
Storage Dry.Goods”, “Environmental”,
A) One § pound of yellow pasteurized process and “Nutrition Refrigeration Raily (or as
American sliced cheese approximately 160 slices needed) Weekly Ocep Cleaning Sign
opened to air and undated. Off.” Al residents have the potential 10
be affected by not closing the Nutrition
B) Twenty 7 ounce (0z) cups of tea on a cart Room Refrigerator doors.
undated and unlabeled. 3. The Food Service Director or :
designee will conduct daily audits timas
C) One 8 oz cup of lemonade on a cart undated six (G} weeks then three (3} times per
and unlabeled. week for an additional six {6} weeks to E
BAsUre:;
D) Four 4 oz chocolate shakes on a cart A, Iterns  in  kitchen
undated. i refrigerator  are  properly
cleaned and food and drink
E) Four 4 oz vanilla shakes on a cart undated., items are secured, labeled,
and dated.
F) Four thickened sweet teas 4-6 oz on a cart 8. Items in kilchen freezer
undated. are properly cleaned, and
food and drink items are
G) Three 7 oz nectar thickened lea on a cart securcd, labeled, and dated,
undated and unlabeled. C. ltlems in dry supply room
are properly cleaned, and
H) One B oz nectar thickened water on a cart food and drink items are
undated and uniabeled. secure, labeled, and dated.
D. Mourishment room
[}  One & oz nectar thickened milk on a cart refrigerator is cleaned per
undated, uniabeled and all ilems available for schedule, refrigerator doors
resident consumption. are working properiy, and all
food and drink items are
Observation with the Regional Dietary Manager secure, labeled, and dated.
on 8/21/17 at 3:46 AM of the walk-in freezer 4. The Food Sarvice Supervisor will
revealed: conduct education for all dietary staff
) on dietary policies and pracedure on
A} Ten 8 oz cups approximately 1/3- 1/2 full of 8/22/17 through B/24/17. Food Service
ice with ice cystals on a tray on the shelf, apened Supervisor will bring audit forms to
to air and undated. QAPI meeting and wilt be reviewed at
. monthly GAPI meeting by (DT for six {6}
B) 3 piastic bags of 2 pound white loaves of months for compilance and possible 100117
bread undated. trends.
Completed: 10/1/17
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C) 3 plastic bags containing 12 hot dog buns
each undated.

D) 1 bag of 4 pound vegetable blend 1/2 {full
opened to air, undated and all items available for
resident consumption.

Interview with the Regicnal Dietary Manager on
8721117 al 9:56 AM, in the kilchen, confirmed the
facility failed to ensure all items were labeled,
dated, and secured in the walk in refrigerator and
the walk in freezer and were available for resident
consumption,

Observation with the Dietary Manager (DM} on
8/23/17 at 8:25 AM, of the walk in refrigerator in
the kitchen, revealed:

A} One 2586 fluid oz plastic container of
hamburger slice pickies opened to air.

B) 17 slices of cheese open to air and all items
available for resident consumption.

Observation with the DM on 8/23/17 at 8:35 AM,
of the storage room revealed:

A) Approximately a 25-35 gallon plastic
container of corn meat with black debris,
Continued observation revealed the container
was labeled cleaned 6/6/17 and fitled 8M1/17.

Interview with the DM on 8/23/17 at 8:42 AM, in
ihe kitchen, confirmed lhe facility failed to secure
items in the refrigerator and failed to maintain a
clean food supply. Continued interview confirmed
the plastic containers of food supply were
scheduled to be cleaned every time it was filled
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and had not been cleaned since 6/6/17.
Observation with the DM on 8/23/17 at 8:45 AM,
of the nourishment room refrigerator and freezer,
near the nursing stalion, revealed the refrigerator
door was open with a temperature reading of 58
degrees. Continued cbservation revealed the
following items:

A} Nineteen 4 oz apple juices.

B) 5 strawberry banana yoguris.

C) 4 cartons of 1 cup whole milk,

D) 6 vanilla 32 oz 2.0-med plus supplements.
£) Four 46 oz thickened sweet teas.

F) Three 5.3 oz black cherry yogurts,

G) 4 peanut butter sandwiches.

H) A plastic container containing a resident's
takeout meal undated.

I} Five 8 oz glucose shakes.

J} 96 fluid oz of reduced fat milk.

K) One B oz shake.

L} Adischarged resident's cotton and plastic
lunch box containing two 8 oz Protein Shakes.
Further observation revealed all items available

for resident consumption.

M) Brown/black dirt and debris in 2 drawers in the
refrigerator.
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N) Brown debris and thickened black substances
on the shelvas in the freezer.

Interview with the DM on 8/23/17 at 9:00 AM, in
the nourishment room, iocated near the nursing
station, confirmed the facility failed to maintain a
sanitary nourishment rcom refrigerator ang
freezer by faifure to ensure the refrigerator was
closed after use and label food items, Continued
interview confirmed the facility failed to clean the
nourishment room refrigerator on a weekly basis
and as needed. Further interview confirmed the
facitity failed to discard the resident's food in the
refrigerator upon discharge.

Interview with the DM on 8/23/17 at 9:20 AM, in
the canference room, confirmed the DM stated
"...We haven't been cleaning the nourishment
room refrigerator since I've worked here since
January of this year..."
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